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.._,,... diagnosis Lattes and Kessler3 proposed criteria including primary site on skin and not mucosa, the metastases distant (not spread by direct extension) and histology of primary and metastatic lesions the same. In the case reported here, histological examination revealed solid BCC with sparse squamoid elements in both the spinal and scalp specimens.
Although some workers suggest that squamous differentiation predisposes to metastasis, such differentiation has been found in less than 15% of metastatic BCCsl. Other predisposing factors for metastasis are diameter larger than 2cm, situation around the mid face or ear and chronic neglect4'5. Metastatic BCC has been described as typically spreading to the lymph nodes, lungs and bones] with a latent period of around 11 years (reported 1-45 years5).
There seems to be no consensus on how best to treat it. Fanconi's anaemia was seen three weeks after sudden deterioration of vision in the right eye. He was awaiting bone marrow transplantation and had received regular blood and platelet transfusions, maintaining haemoglobin at about 6 g/dL and platelet count at 15-20 x 109/L (normal 150-350). Hc was also receiving replacement growth hormone. Visual acuity was 6/36 in the right eye and 6/6 in the left. Anterior segments were unremarkablc and pupillary reflexes were normal. Fundoscopy showed a preretinal macular haemorrhage (Figure 1) . A history of possible trauma was carefully sought but was denied. On transfusion his haemoglobin rose to 7.3 g/dL but the platelet count remained very low (7 x 109/L). The preretinal haemorrhage resolved within three months and had not recurred after one year of follow-up. COMMENT Possible causes of a preretinal haemorrhage in a child such as this include trauma, Valsalva manoeuvre, hypertension and deteriorating blood indices. A history of trauma or raised intra-abdominal pressure was carefully sought and denied. His left kidney was non-functioning, but blood pressure was 116/64mm Hg. Worsening blood indices were deemed the most likely reason for his haemorrhage.
Preretinal and retinal haemorrhages may complicate severe anaemia2, but we can find no previous report of exclusively anaemic retinopathy before the age of 14. Thrombocytopenia is a recognized cause of retinal haemorrhage3 and probably contributed to the pathophysiology of this bleed. However, the haemorrhage has not recurred despite continuing thrombocytopenia; we postulate that it was the combination of severe anaemia and thrombocytopenia that caused the preretinal haemorrhage. Potentially fatal reactions to 3,4 methylenedioxymethamphetamine (MDMA) or 'ecstasy' include cardiac arrhythmias, fulminant hyperthermia, convulsions, disseminated intravascular coagulation, rhabdomyolysis, acute renal failure and hepatotoxicityl,2. Non-fatal reactions have included psychosis and depression3. Vascular complications are rare. We report an unusual case.
CASE HISTORY
A 23-year-old man reported sudden onset of severe epigastric pain radiating to the back. He had vomited. The night before he had taken 'ecstasy' for the first time. There was no medical history of note and he was on no regular medications. He admitted to smoking cannabis regularly but denied other drug abuse and drank alcohol only occasionally.
On examination he was in pain and shocked, with heart rate 140 beats per minute (normal rhythm) and blood pressure 78/62 mmHg. The abdomen was rigid and bowel sounds were absent; rectal examination was normal. He was apyrexial but had a leucocytosis of 27.7 x 109/L. Electrolytes were normal apart from a raised creatinine at 160 ,umol/L. The serum amylase was within normal limits as were liver function tests and arterial blood gases. An erect chest X-ray showed no free gas under either hemidiaphragm.
At laparotomy after resuscitation, the abdomen was found to contain approximately 500mL blood. One of the short gastric arteries had ruptured. This was ligated and a section was taken for histological examination. Postoperatively he made a complete recovery. 
